A 56-year-old male presented with severe exertional dyspnea and pitting edema in the lower extremities. The preoperative evaluation demonstrated biventricular dysfunction associated with severe tricuspid valve regurgitation and a persistent left superior vena cava. He was registered as a transplantation candidate, and orthotopic heart transplantation was performed using the standard bicaval technique. The left superior vena cava was connected to the right atrial appendage after the construction of a conduit using the recipient's autologous coronary sinus tissue. One-month postoperatively, computed tomography imagery demonstrated a patent conduit between the left superior vena cava and right atrial appendage. When opening the pericardium during heart transplantation, the recipient heart showed a large dilated distal part of the Korean J Thorac Cardiovasc Surg 2014;47:533-535 □ Case Report □ http://dx
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CASE REPORT
A 56-year-old male visited our hospital with New York Heart Association functional class IV dyspnea and pitting edema in his lower extremities. The patient had been diag- When opening the pericardium during heart transplantation, the recipient heart showed a large dilated distal part of the A persistent left SVC can be preserved with several surgical techniques during orthotopic heart transplantation. These surgical approaches include end-to-side anastomosis of the left SVC to the right SVC, end-to-end anastomosis of the left SVC to the right atrial appendage (direct anastomosis or anastomosis using a conduit), and anastomosis of both right and left SVCs to the innominate vein of the donor graft [2] [3] [4] [5] [6] .
A previous study presented a case of orthotopic heart trans-
HTPL in a Patient with Left SVC
− 535 − plantation in a patient with a persistent left SVC [6] . In that patient, the left SVC was passed between the ascending aorta and pulmonary artery, and anastomosed to the right SVC in an end-to-side fashion.
In the present case, there were abundant collaterals present at the sigmoid sinus, which might have prevented venous congestion if the left SVC was occluded. However, we decided to preserve the left SVC to minimize this risk.
Connecting the left SVC to the right SVC behind the ascending aorta was avoided because its passage was right-angled and posed a risk of compression by the aorta and pulmonary artery. In addition, we constructed an interconnecting graft instead of using an in situ conduit, because there were issues such as a size discrepancy and risks of kinking and resultant blood stasis. The coronary sinus tissue was resected, made into a tubular conduit with a diameter of 16 mm, and placed between the left SVC and the right atrial appendage.
Artificial conduits were not considered due to the risk of thrombo-occlusion and infection.
In conclusion, we successfully performed an orthotopic heart transplantation in a patient with a persistent left SVC by reconstructing the left SVC with an interconnecting conduit made from autologous coronary sinus tissue, which was anastomosed to the distal part of the left SVC and to the right atrial appendage.
